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CONSUMERS’ SATISFACTION AND HEALTH CARE QUALITY
For over 30 years, a movement for putting primary health care (PHC) in the driver’s seat of the
health care system has aimed at promoting values such as equity, patient-centeredness, community
participation and self-determination (Saltman et al., 2006). While at the beginning these values
were considered radical, they are now widely accepted in health care (World Health Organization,
2008). This paradigm shift becomes also obvious when WHO adopted Millennium Development
Goals, whose achievements were most thoroughly studied by the Global Burden of Disease Project
(Lim et al., 2016). As was shown by different authors, the efficiency of PHC depends primarily on
factors, such as the historical background, the occurrence of health problems, the characteristics of
the health system as well as the social features of consumers (Ros et al., 2000; Walshe and Freeman,
2002).
One of the characteristics of a good health care system is its capability to satisfy consumers’ needs
(Sándor et al., 2016). Unmet health care needs depend primarily on consumers’ socio-demographic
characteristics, their experience with health care services, the quality of the offered health care and
the level of consumers’ health literacy (Chaupain-Guillot and Guillot, 2015). The main reasons
for unmet heath care needs are cost, distance, waiting lists, the lack of cultural sensitivities and
discrimination (Eurostat, 2016). In the EU-28, the most common reason, affecting about one third
of all reported cases and involving 2.4% of the population, for not having a medical examination or
treatment were excessive high costs (Eurostat, 2016).
Satisfaction of customers/patients does not only map positive assessment to the different
dimensions of health care (Linder-Pelz, 1982), but also represents an important quality indicator
(Donabedian, 2003). Patients’ satisfaction is regarded as a crucial issue with respect to the
creation of a high quality, safe and effective health care system (Tucker, 2002; National Health
Service Corporation, 2010; Hinchcliff et al., 2014). Satisfied patients are more willing to undergo
recommended therapies, thus entailing better health outcomes including a lower mortality rate
(Chue, 2006; Glickman et al., 2010).
Vojvodic et al. Consumers’ Satisfaction with Primary Health Care
Patients’ satisfaction includes on the one hand the nature
of the first contact with the health system per se and on the
other hand the staff ’s interaction with patients (National Health
Service Corporation, 2010). Apart from the strong relationship
between patients’ satisfaction and the structure and processes
of the health care system (Rademakers et al., 2011), socio-
demographic characteristics have also a significant influence
on patients’ satisfaction with respect to health care (Rahmqvist
and Bara, 2010). Female and older patients, patients with a
high school or university diploma or patients with a very good
perceived household well-being (HWB) were more likely to be
satisfied with health care than other patients (Kontopantelis et al.,
2010; Davey et al., 2013).
Great efforts were undertaken in the past with respect to the
development of instruments for measuring patients’ satisfaction
(Garratt et al., 2008). In Serbia, policy makers established the
mechanisms for a sustainable continuous improvement of the
health care system (Simic et al., 2010) including the continuing
education of the general practitioners (GPs) (Santric Milicevic
et al., 2011), the supply of drugs (Jakovljevic et al., 2015) and
financing (Simic et al., 2010). In addition, the Serbian managers
were educated how to apply knowledge to utilize the results for
further quality improvement (Terzic Supic et al., 2010; Santric
Milicevic et al., 2011).
POPULATION DEVELOPMENT AND
HEALTH CARE EXPENDITURE IN SERBIA
2009–2015
Between 2009 and 2015, the population of Serbia decreased from
7,321,000 to 7,095,000, i.e., about 220,000 or 3.1%. In contrast, the
proportion of the age group 65+ increased from 17.2 to 18.3%
(World Health Organization, 2015).
In this 7-year period the Gross Domestic Product (GDP)
enlarged between 2009 and 2013 from $5,821.30 to $6,353.80
per capita, decreased in 2014 to $6,200.17 per capita, only
to reach its minimum in 2015 with $5,144.00 per capita.
Total health expenditure as a percentage of GDP increased
from 9.9% in 2009 to 10.4% in 2014 (the data for 2015 are
not yet available), while in the same period public sector
expenditures for health as a percentage of GDP varied between
6.1% in 2009 and 6.4% in 2014 (World Health Organization,
2015). A relationship between health expenditures per capita
and longevity was revealed for the vast majority of European
countries, notwithstanding they are members of the EU or not
(Jakovljevic et al., 2016a).
Fenton et al. (2012) reported that higher patients’ satisfaction
is positive correlated with both total health care expenditure
and expenditure on prescribed drugs. In contrast, political
interventions with the objective of cost reduction have a negative
impact on the perception of all health care professionals with
respect to health care quality (Jakovljevic et al., 2016b). As regards
the Serbian health care system, it is essential not only to consider
the health care expenditure, but also existing socioeconomic
inequities (Jankovic and Simic, 2012; Radevic et al., 2016) and
the burden of disease (Sipetic et al., 2013).
PRIMARY HEALTH CARE SERVICE IN
SERBIA 2009–2015
Public PHC is provided in Serbia on municipality level by
PHC centers, which are established in almost all municipalities
according to the Ministry of Health of Serbia Decree on the
Health Care Institutions Network Plan (Ministry of Health of
the Republic of Serbia, 2006). These health care centers provide
a wide range of preventive and curative health care for all
demographic groups and represent the places of first contact with
the public health care system in Serbia (Simic et al., 2010). In
Serbia, patients are required to register with one physician of
their choice, representing the doctor of first contact with the
health care system. The chosen doctor for the adult population
is a medical doctor or a general practitioner (GP) specialist.
Health care in Serbia is financed primarily by mandatory
contributions to the National Health Insurance Fund, whereby
almost one quarter (24.6%) of the entire health budget is spent
on PHC.Mandatory health insurance premiums are levied on the
salaries of the employees, farmers and self-employed. Another
source of financing is out-of-pocket payments for health care
services and drugs (participation/official co-payments or full
price). Between 2009 and 2015, the out-of-pocket payments as
proportion of total health expenditure rose from 35.2 to 36.6%
(World Health Organization, 2015). Though official co-payments
represent a significant share of out-of-pocket payments in Serbia
(Arsenijevic et al., 2014), they are much lower as compared
with some neighboring countries (Atanasova et al., 2013). Co-
payments for GP visits, specialist visits, diagnostic procedures
and drugs are mandatory for all patients, with exceptions for
children, pregnant woman, people who suffer from some chronic
non-communicable diseases, disabilities, for members of the
Roma population etc. (Ministry of Health of the Republic of
Serbia, 2005).
Summarizing, it can be said that the Serbian health care policy
has changed significantly over the past years toward patient’s
centeredness and quality improvement (Simic et al., 2010), which
is well documented in different government papers (Kosanovic
and Andelski, 2015) and by the Health Consumer Index (Health
Consumer Powerhouse, 2017).
THE SERBIAN HEALTH CARE
CONSUMERS’ SATISFACTION SURVEYS
BETWEEN 2009 AND 2015
Consumers’ satisfaction surveys were conducted from 2009
to 2015 in all public PHCs in Serbia according to the
methodology provided by the Institute of Public Health of
Serbia “Dr. Milan Jovanovic Batut”. The data were collected
by using a questionnaire that was designed according to the
WHO’s recommendation for estimating availability, utilization,
coordination and comprehensiveness of a health care system and
that was, in addition, adopted with respect to the Serbian PHC
system. It referred to socio-demographic characteristics (gender,
age, the level of education, perceived HWB), received preventive
care counseling, level of satisfaction (with PHC services, GPs,
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nurses, equipment), utilization, official co-payments (for GP
visits, visits to specialists and drugs) and overall satisfaction with
the offered PHC services.
The data for the present study were gathered in the course
of cross sectional surveys conducted in 158 PHC centers in
Serbia, among adult patients who visited their GPs during the
working hours between 7:00 and 20:00. The periods of the
studies were the same for all PHC centers. Participation was
voluntarily and all respondents were informed about the purpose
of the study and they could quit the interview at any time.
Anonymity, confidentiality and privacy of data were explained
and guaranteed (name, address, phone number or other personal
data were not collected). The participants were asked to answer
the questions after having visited their GPs. In the period between
2009 and 2015 an overall of 206,088 patients were included
in the surveys, thus yielding annual response rates of more
than 70%.
In the present study demographic characteristics, such as age
or gender, the socioeconomic status comprising education or the
perceived HWB, the out-of-pocket payments for visiting GPs
and specialists as well as for prescribed drugs were analyzed in
combination with the patients’ satisfaction with the offered PHC
services. For this purpose, the five-grade Likert scale (used to
measure consumers’ satisfaction) was modified into a three grade
version running “satisfied,” “neither satisfied nor dissatisfied” and
“dissatisfied”. Patients’ unmet needs were also analyzed in order
to find out if necessary visits to a GP were avoided or postponed
due to the inability to pay for them.
The data set was uploaded to a public repository Figshare
and is available at https://figshare.com/s/bb621ab20afb39b611e3.
Data were uploaded as an Excel file, the questionnaire as pdf-file.
CONSUMERS’ SATISFACTION SURVEYS:
DATA ANALYSIS BETWEEN 2009 AND 2015
Socio-Economic Characteristics of the
Respondents
Among the respondents, there were more women (55.3%) than
men (44.7%). The highest percentage of respondents was in
the age class between 50 and 59 (22.2%). The average age was
51.2 ± 15.7, whereby male patients were older (52.1 ± 15.8)
than female ones (50.5 ± 15.5). The majority of respondents
had attended a secondary school (53.9%), while 6.2% had less
than primary school. A statistically significant difference between
the levels of education with respect to gender could be observed
(p < 0.05). Women attended more frequently only a primary
school (m: 18.7%, f: 19.5%) or even less (m: 5.5%, f: 6.6%),
while men attended more frequently a secondary school (m:
54.8%, f: 53.3%) or had a high school or university diploma
(m: 20.9%, f: 20.6%). Most of the respondents, regardless of
gender, perceived their HWB as medium (47.4%), while only a
minority perceived it as very good (4.4%). There was a statistically
significant difference of the perceived HWB with respect to
gender (p < 0.05). Men categorized their HWB more frequently
as bad than women (m: 14.9%, f: 14.0%), very bad (m: 7.0%, f:
6.1%), but also as very good (m: 4.5%, f: 4.3%).
Consumers’ Satisfaction with Public
Health Care
More than three quarters of the patients (79.0%) were satisfied
with public health care. There was a statistically significant
difference between the numbers of satisfied patients with respect
to the year of the Health Care Consumers’ Satisfaction Survey.
The largest proportion of satisfied patients was observed in 2010
with 83.1%, while the largest proportion of dissatisfied was found
in 2014 with 8.5%. Apart from this, there was a statistically
significant difference between the numbers of satisfied patients
with PHC services with respect to gender, the education level
and the perceived HWB (p < 0.05). Female consumers were
more satisfied (79.1%) as well as older ones (81.1% for the age
group 80+, 80.8% for the age group 60–69). Apart from the
two previously mentioned age groups, the most satisfied patients
were those with a high school or university diploma (80.0%) and
those with a very good perceived HWB (84.9%). In contrast, the
group of the most dissatisfied patients comprised the youngest
(7.6%), people with an education level less than primary school
(9.0%) and with very bad perceived HWB (13.9%). Consumers’
satisfaction with PHC services by the year of survey and selected
socio-demographic characteristics is shown in Table 1.
Out-of-Pocket Payment for Health Services
The majority of respondents (54.5%) did not have to pay for GP
visits, but 42.5% had to pay a co-payment. Approximately a half
(51.1%) had to pay their co-payment for drugs, 40.4% got drugs
free of charge and 2.9% had to pay the full price, while 5.6% did
not know the answer. Since 2009 the number of those who did
not have to pay for GP visits increased by 10% and the number of
those who did not have to pay for prescribed drugs increased by
7%. Most of the patients, who did not have to pay for GP visits,
got also free of charge drugs (72.6%), while only a small portion
had to pay participation (21.1%). About half of the respondents
thought that visits to specialists (with GP’s referral) were free
of charge 45.9%, while 44.7% thought that they have to pay a
co-payment.
Throughout the research period 74.3% of the respondents did
not avoid or postpone a GP visit, because they could not pay for
it or for drugs, respectively; only a minority of 13.6% avoided or
postponed such a visit, while 12.1% could not remember. There
was a statistically significant difference regarding the number of
respondents who avoided or postponed GP visits with respect to
different socio-demographic characteristics (p < 0.05). Avoiding
and postponing was more frequent among female respondents
(13.9%), patients in the age group from 50 to 59 (14.6%),
respondents with an education less than primary school (20.7%)
and among those patients who perceived their HWB as bad or
very bad (together 32.0%).
Consumers’ Satisfaction, Payment for
Health Care Services and Unmet Needs
There was a statistically significant difference between the
number of satisfied consumers with respect to payment or not
for PHC services (p < 0.05). Satisfied consumers were those who
paid participation for GP visits (80.2%) or got it for free of charge
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TABLE 1 | Contingency table of consumers’ satisfaction with PHC services by the year of survey and selected socio-demographic characteristics.
Variables Dissatisfied Neither satisfied nor satisfied Satisfied p
N % N % N %
Year 2009 1.698 5.7 4.277 142 24.072 80.1 <0.05
2010 1.463 4.8 3.726 12.1 25.510 83.1
2011 1.827 6.1 3.872 13.0 24.168 80.9
2012 2.111 7.7 4.122 15.0 21.336 77.4
2013 2.162 7.7 4.192 14.9 21.701 77.4
2014 2.129 8.5 4.079 16.3 18.892 75.3
2015 2.101 7.4 4.297 15.1 22.122 77.6
Gender Male 6.154 7.1 12.207 14.0 68.784 78.9 <0.05
Female 6.916 6.4 15.726 14.5 85.731 79.1
Age 19 through 29 1.491 7.6 3.430 17.6 14.616 74.8 <0.05
30 through 39 2.240 7.0 5.304 16.7 24.234 76.3
40 through 49 2.581 6.6 5.877 15.1 30.408 78.2
50 through 59 3.023 6.8 5.906 13.3 35.430 79.9
60 through 69 2.419 6.6 4.670 12.7 29.824 80.8
70 through 79 1.331 5.9 2.652 11.8 18.445 52.2
80 and more 406 6.8 726 12.1 4.844 81.1
Education Less than primary school 1.084 9.0 1.646 13.5 9.448 77.6 <0.05
Primary school 2.561 6.7 5.549 14.5 30.056 78.8
Secondary school 6.926 6.5 15.764 14.7 84.421 78.8
High school or university 2.809 6.8 5.449 13.2 32.984 80.0
Household well-being Very bad 1.789 13.9 2.376 18.5 8.701 67.6 <0.05
Bad 2.275 8.0 5.200 18.2 21.116 73.9
Medium 5.862 6.2 14.242 15.1 74.212 78.7
Good 2.926 5.4 5.872 10.8 45.625 83.8
Very good 560 6.3 774 8.8 7.508 84.9
(80.0%), got drugs for free of charge (82.2%) or thought visits to
a specialist (with GP referral) were free of charge (82.0%). The
most dissatisfied patients were those who got GP visits free of
charge (7.2%), got drugs for free (5.0%), but had a co-payment
for specialists’ visits (4.9%) or missed or postponed visit to GP
(5.3%). Consumers’ satisfaction with PHC services by the cost of
service and unmet needs is shown in Table 2.
There was a statistically significant difference between the
number of consumers who were dissatisfied and consumers with
unmet needs due to the inability to pay for health care services in
the previous 12 months. As shown in Table 2, consumers who
experienced unmet needs were dissatisfied in a much greater
number (15.4%) than those without such an experience (5.3%).
Prediction of the Number of Dissatisfied
Consumers for the Period 2016–2018
The temporal development of the number of those consumers
who were either dissatisfied or very dissatisfied with the Serbian
PHC system was analyzed. A first inspection of the data revealed
that their percentage has continuously grown over the past years.
The trend can thereby be described by the regression line y =
0.0051x – 10.113, with the corresponding Pearson correlation
coefficient r = 0.821 (p < 0.05) indicating a strong linear
relationship between these two variables. Based on this regression
analysis, an attempt was undertaken to predict the percentage
of those consumers that will be dissatisfied or very dissatisfied
with the Serbian PHC system within the next 3 years. According
to the respective calculations, the percentage of dissatisfied or
very dissatisfied patients will increase in 2016 to 8.85% (with the
95% prediction interval ranging from 6.05 to 11.64%), in 2017
to 9.35% (with the 95% prediction interval ranging from 6.30 to
12.40%) and, finally, in 2018 to 9.86% (with the 95% prediction
interval ranging from 6.53 to 13.19%).
CONCLUDING REMARKS
The Serbian Health Care Consumers’ Satisfaction Surveys
between 2009 and 2015 revealed that most of the consumers
of PHC centers were satisfied with the services, though there
are differences with respect to gender, age, educational level,
perceived HWB, health care expenses and unmet needs. During
the observation period, the number of dissatisfied consumers
Frontiers in Pharmacology | www.frontiersin.org 4 March 2017 | Volume 8 | Article 147
Vojvodic et al. Consumers’ Satisfaction with Primary Health Care
TABLE 2 | Contingency table of patients’ satisfaction with PHC services by cost of services and unmet needs.
Variables Dissatisfied Neither dissatisfied nor satisfied Satisfied P
N % N % N %
Is today’s visit to GP for free or not? Free 7.557 7.2 13.474 12.8 84.092 80.0 <0.05
Participation 4.122 5.0 12.137 14.8 65.860 80.2
Full price 304 25.8 313 26.5 562 47.7
I don’t know 589 12.7 1.394 30.0 2.664 57.3
Are today’s prescribed drugs for free or not? Free 4.402 6.2 8.225 11.6 58.394 82.2 <0.05
Participation 4.512 5.0 12.831 14.2 72.747 80.7
Full price 794 15.7 1.468 29.1 2.790 55.2
I don’t know 886 9.0 2.637 26.7 6.362 64.4
Is the visit to a specialist for free or not? Free 4.830 6.1 9.432 11.9 64.817 82.0 <0.05
Participation 3.761 4.9 11.050 14.4 62.148 80.8
Full price 669 18.3 990 27.1 1.994 54.6
I don’t know 1.006 8.1 3.119 25.0 8.362 67.0
Have you in the last 12 months missed or
postponed visit to the GP because you have to
pay for it?
Yes 4.108 15.4 6.409 24.0 16.238 60.7 <0.05
No 7.731 5.3 16.902 11.5 122.087 83.2
I don’t remember 1.375 5.8 4.824 20.2 17.647 74.0
increased and additional efforts will have to be undertaken to
stop this trend. The evaluated data indicated that the most
dissatisfied consumers were men, younger patients, patients with
lowest educational level, patients with a bad perceived HWB and
patients who had to pay the full price for GP visits, specialist visits
and for drugs. Patients who missed or postponed visits because
they could not pay for it, were also less likely to be satisfied with
the offered PHC services.
Patients’ satisfaction could be considered as a
multidimensional quality indicator, depending on the
structure and processes in healthcare delivery, as well as on
the characteristics of the patients, their expectation from PHC
etc. This multidimensionality is the reason why it is not so easy
to explain the phenomenon of patient’s satisfaction. Taking
efforts to address the needs and expectations of consumers of
different social, economic and demographic characteristics and
to keep them satisfied with PHC could improve compliance with
GP recommendations, thus ensuring better health outcomes and
decreasing unnecessary health expenditures.
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